i 


■i  ’ 


• ^ 


V 


A 


.L^ 


>.  *Av  ' r>  - -,  • 


i.-:.  .X 


g>,.  -\  ' 


'?  > 


•» 


:Q' 


' •».. 

:<  r ; 


. 


. 


TWO  CASES  OF 


RUPTURE  OF  INTESTINE 

CAUSED  BY  THE  SEPARATION  OF  ADHESIONS 
TO  DISEASED  OVARIES. 


JOHN  D.  MALCOLM,  M.B.,  C.M.,  F.R.C.S.  Edin., 


T — 


SURGEON  TO  THE  SAMARITAN  FREE  HOSPITAL. 

V , r - 


Reprinted  from  THE  LANCET,  September  26,  1896. 


:>v.'-'.  ■ • 


TWO  CASES  OF 


RUPTURE  OF  INTESTINE 


CAUSED  BY  THE  SEPARATION  OF  ADHESIONS 
TO  DISEASED  OVARIES. 


BY 

t 

JOHN  D.  MALCOLM,  M.B.,  C.M.,  F.R.C.S.  Edin., 

SURGEON  TO  THE  SAMARITAN  FREE  HOSPITAL. 


Reprinted  from  THE  LANCET,  September  26,  1896. 


TWO  CASES  ( 
CAUSED  B 


ADHESIONS  TO  DISEASED 
OVARIES. 


The  first  of  these  cases  is  the  only  one  in  my  practice  in 
which  death  has  resulted  from  the  removal  of  an  inflamed 
ovary  or  of  any  disease  of  the  Fallopian  tube.  ‘ 

Case  1. — The  patient,  a single  woman  thirty -nine  jears 
of  age,  had  suffered  from  pain  in  the  region  of  the  left 
kidney  for  more  than  ten  years.  Occasionally  the  pain  had 
been  severe,  but  sometimes  it  had  ceased  for  months 
together.  Otherwise  she  had  been  healthy  and  fairly  strong 
till  October,  1893,  when  she  was  suddenly  seized  with  a very 
acute  pain  in  the  right  groin,  and  this  had  continued  to 
come  and  go  till  her  admission  to  hospital  on  Jan.  27th, 
1894.  In  November,  1893,  she  had  passed  four  small  stones 
per  urethram  in  one  day  without  any  discomfort.  Menstrua- 
tion had  been  regular  except  in  December.  1893,  when  she 
missed  a period.  On  admission  the  pa'  ient’s  abdomen  was 
much  distended  and  the  tympanites  was  only  partially 
relieved  by  laxatives  and  enemata.  The  left  kidney  was 
easily  felt  and  was  very  tender  to  palpation  ; the  right  was 
felt  with  difficulty  and  was  not  tender.  In  the  right  lower 
portion  of  the  abdomen  the  patient  very  frequently 
suffered  from  severe  forcing  pains.  When  these  came 
on,  by  placing  the  hand  on  the  abdominal  wall  one 
could  feel  a part  of  the  bowel  in  the  right  groin  swell 
up  and  become  tense  and  hard.  It  would  continue  so 
for  from  a few  seconds  to  half  a minute,  after  which  a gurgle 
could  be  felt  and  heard,  the  bowel  would  become  soft,  and 
the  pain  would  cease.  The  patient  declared  that  for  some 
weeks  the  intervals  between  these  pains  had  never  exceeded 


1 Since  this  was  w ritten  I have  had  a second  fatal  case.  Its  history 
will  be  published  in  a paper  postponed  from  the  last  session  of  the 
Medical  Society. 
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an  hour.  This  seemed  to  be  the  case  after  her  admission  to 
hospital,  and  I repeatedly  noted  a similar  succession  of 
phenomena  to  recur  at  intervals  of  a few  minutes.  Laxatives 
moved  the  bowels  without  appearing  to  make  any  difference 
to  the  pains.  On  vaginal  examination  it  was  impossible  to 
define  the  uterus  or  neighbouring  organs,  which  seemed  all 
matted  together  and  were  tender  to  manipulation.  There 
was  no  stone  in  the  bladder.  The  urine  was  acid  and  of 
specific  gravity  1012  to  1014  ; it  contained  a trace  of  albumin 
and  a few  pus  and  renal  epithelial  cells.  The  patient  was 
very  thin  and  weak,  with  a pulse  varying  from  108  to  120 
and  a temperature  ranging  between  98 '2°  F.  and  100 '2°. 
My  opinion  was  that  she  had  a calculus,  or  perhaps  several, 
in  her  left  kidney,  and  that  the  condition  in  the  right  groin 
was  due  to  some  other  cause,  possibly  to  the  irritation  of  a 
calculus  in  one  of  the  ureters.  I opened  the  abdomen  in  the 
middle  line  below  the  umbilicus  on  Feb.  5th,  1894.  The 
caecum  and  about  eighteen  inches  of  the  lower  end  of  the 
ileum  were  firmly  adherent  together  and  to  the  pelvic  peri- 
toneum and  were  set  free  with  much  diflSculty.  When  this 
was  done  I had  exposed  the  left  ovary,  which  was  about 
four  times  its  normal  size  and  lay  high  up  in  the  pelvis,  well 
above  the  uterus,  which  was  retroverted.  The  ovary  had  been 
completely  covered  by  adherent  bowel  and  was  still  deeply 
embedded  in  adhesions.  In  separating  it  I ruptured  several 
cysts,  letting  out  a thick,  tar-like  fluid  (altered  blood)  in 
considerable  quantity.  When  the  ovary  and  Fallopian  tube 
had  been  removed  I found  that  the  latter  was  occluded  at 
its  fibrinated  extremity.  I could  feel  the  right  ovary  low 
down  in  Douglas’s  pouch  at  the  end  of  a narrow  space 
between  firm  adhesions.  As  it  seemed  to  be  enlarged  and 
likely  to  be  a source  of  irritation  I removed  it,  but  in  order 
to  do  so  I had  to  separate  the  uterus  from  the  back  of 
Douglas’s  pouch,  to  which  it  was  firmly  adherent.  The 
ovary  was,  in  fact,  slightly  enlarged  and,  like  its  fellow,  it 
contained  cysts  (altered  follicles)  full  of  tar-like  material. 
The  right  tube  was  fairly  healthy.  There  were  still  some 
strong  adhesions  of  the  small  intestine  to  the  sigmoid  flexure 
and  posterior  wall  of  the  abdomen,  which  I thought  it 
advisable  to  separate.  When  the  bowel  was  brought  freely 
out  of  the  abdomen  I found  that  its  walls  were  much 
damaged  at  various  places,  the  divided  adhesion  at  several 
points  being  almost  as  hard  as  cartilage.  There  was  no 
perforation  of  the  gut,  but  I thought  it  best  to  draw  the 
peritoneum  together  by  sutures  over  some  parts  of  its  walls 
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that  looked  weak.  These  proceedings  had  occupied  nearly 
three  hours,  and  I considered  it  undesirable  to  begin  another 
difficult  piece  of  manipulation  such  as  an  attempt  to  abstract 
a stone  or  stones  from  the  kidney  would  have  necessitated. 
I therefore  fixed  a drainage-tube  in  the  pelvis  and  closed  the 
wound,  hoping  to  be  able  to  deal  with  the  renal  trouble  on 
a future  occasion.  The  patient  was  put  to  bed  at  12.30  p.m. 
in  a very  collapsed  state,  with  a feeble  pulse  beating  about 
140  to  the  minute  and  a temperature  of  99‘6°.  The  tem- 
perature slowly  rose  to  100’4°  at  9 P.M.,  the  pulse  gradually 
having  fallen  by  that  hour  to  108,  but  still  being  very  feeble. 
At  10.30  P.M.  three  ounces  of  red  fluid,  free  from  odour,  had 
collected  in  the  sponge  over  the  open  end  of  the  drainage- 
tube.  The  abdomen  was  soft  and  flat  and  the  patient’s  facial 
expression  was  good.  Flatus  had  passed  freely  from  the  bowel 
each  time  a tube  had  been  passed  into  the  rectum  at  intervals 
of  three  hours.  Eleven  ounces  of  urine  were  secreted  in  the 
first  eleven  hours  after  the  operation.  From  9 p.m.  on  the 
day  of  the  operation  till  2a.m.  the  temperature  was  steady 
at  100'4°,  and  at  the  end  of  that  time  the  pulse  had 
slowed  down  to  100  per  minute.  Then  the  patient  com- 
plained of  severe  pain  in  the  abdomen,  which  did  non  last 
long  ; but  after  it  she  was  very  restless  and  her  rate  of 
breathing  became  rapid.  At  3 A.M.,  when  I saw  her, 
the  temperature  had  risen  to  101 '4°  in  the  vagina 
and  the  pulse  remained  100,  but  the  whole  aspect 
of  the  patient  had  changed  and  it  was  evident  that 
something  serious  had  occurred.  It  was  easy  to  surmise 
that  the  bowel  had  ruptured,  but  the  evidence  to  this  effect 
was  not  quite  conclusive,  and  if  it  had  been  the  feebleness 
of  the  patient  would  have  precluded  all  hope  of  gaining  any 
advantage  by  re-opening  the  abdomen.  At  9.30  A.M.  about 
an  ounce  of  clear,  red,  odourless  fluid  had  escaped  from  the 
drainage-tube.  The  temperature  was  101 '4°,  the  pulse  was 
100,  and  very  little  urine  had  been  secreted  during  the 
night.  Flatus  had  continued  to  pass  freely  from  the  bowel 
when  a rectal  tube  was  inserted  and  the  abdomen  was  soft 
and  flat.  After  this  time  the  pulse  quickened  and  the 
patient  gradually  sank  and  died  twenty-eight  hours  after  the 
operation,  the  temperature  towards  the  end  falling  to  101°. 
At  the  necropsy  it  was  found  that  the  intestine  had  given 
way  at  one  of  the  points  where  an  old  adhesion  had  been 
separated.  There  were  several  ounces  of  purulent  fluid 
mixed  with  faeces  in  the  peritoneal  cavity,  and  there  was  an 
early  stage  of  general  peritonitis.  The  ureters  were  normal. 
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There  was  a large  calculus  of  irregular  shape  in  the  pelvis  of 
the  left  kidney  and  there  was  also  a gall-stone  in  the  gall- 
bladder. 

In  ordinary  cases  of  this  kind  I prefer  to  invert  and  support 
by  sutures  every  part  of  the  gut  that  appears  seriously 
damaged.  There  were,  however,  in  this  case  several  places 
where  the  divided  adhesions  and  the  wall  of  the  intestine 
were  so  hard  and  inelastic  that  it  would  scarcely  have  been 
possible  to  invert  the  injured  parts,  which,  moreover,  seemed 
to  be  strong  enough  to  resist  any  pressure  from  within  the 
bowel.  If  I had  attempted  to  sew  over  these  portions  the 
sutures  would  probably  have  cut  themselves  out;  of  the 
tissues  on  being  tightened,  and  I should  have  had  to  resect 
a large  piece  of  intestine  or  several  small  pieces — a proceed- 
ing which  the  patient  was  not  in  a state  to  undergo  with  any 
hope  of  success.  In  any  future  case  resembling  this  one  I 
should  be  content  with  removing  diseased  parts,  separating 
bowel  adhesions  as  little  as  possible,  and  trusting  to  the 
coils  of  the  intestines  being  able  to  arrange  themselves  so  as 
to  admit  of  a free  passage  of  their  contents  downwards.  I 
have  generally  adhered  to  this  resolution,  but  I broke  it  in  the 
following  case. 

Case  2. — A married  woman  forty-eight  years  of  age 
had  noticed  her  abdomen  to  be  swollen  in  March,  1882. 
Mr.  Knowsley  Thornton  had  operated  on  her,  removing 
a left  ovarian  tumour,  on  June  7th  of  the  same 
year,  and  a good  recovery  had  followed.  Shortly  before 
Christmas,  1894,  the  patient  felt  a burning  pain  in 
the  right  groin,  became  very  depressed,  especially 
when  tired,  and  began  to  lose  flesh.  In  October,  1895, 
Dr.  Homan  of  Tichfield  advised  her  to  consult  Mr. 
Thornton.  She  had  then  a small  tumour  in  the  right  side 
of  the  pelvis,  for  the  removal  of  which  Mr.  Thornton 
sent  her  to  the  Samaritan  Free  Hospital  under  my  care. 
I opened  the  abdomen  on  Nov.  19th,  1895,  and  I found  a 
tumour  about  the  size  of  an  orange  deeply  embedded  in  the 
right  broad  ligament,  with  coils  of  small  intestine  flrmly 
adherent  to  its  posterior  surface.  It  was  not  possible  t^ 
bring  the  tumour  forward,  and  I had  to  separate  the  intestine 
by  touch  until  I could  reach  and  tie  the  broad  ligament 
below  the  growth.  I had  to  tie  the  broad  ligament  in  several 
pieces,  cutting  the  tumour  away  as  I secured  its  attachments. 
When  the  tumour  was  removed  I found  thar.  it  was  still 
impossible  to  bring  the  intestines  into  view  where  their 
adhesions  had  been  separated,  and  in  order  to  see  what 


7 


damage  had  been  done  I thought  it  better  completely  to 
separate  the  gut  from  its  adhesions  lower  in  the  pelvis. 
When  this  had  been  done  I brought  out  of  the  abdomen  a 
mass  of  intestine  twisted  into  several  coils  which  were 
adherent  to  each  other  at  many  points.  I carefully  separated 
the  adhesions,  which  were  so  close  that  it  was  sometimes 
difficult  to  tell  in  which  direction  the  lumen  of  the  gut  lay. 
When  all  were  released  there  were  several  places  where  the 
muscular  coat  of  the  bowel  was  torn  more  or  less,  and  at 
one  point  there  was  a perforation  of  the  mucous  coat  with 
escape  of  faeces.  This  last  opening  was  carefully  closed  by 
Lembert’s  sutures,  and  the  more  seriously  damaged  places 
were  also  inverted  and  supported  by  sutures.  When  all 
had  been  made  secure  and  the  parts  had  been  care- 
fully cleansed  I closed  the  abdomen  without  using  a 
drainage  tube.  The  patient  was  put  to  bed  after  a 
long  operation  in  a state  of  extreme  collapse,  and  it 
was  some  hours  before  she  showed  signs  of  reviving. 
Recovery  was  otherwise  satisfactory  ; the  highest  tempera- 
ture in  the  vagina  was  100'8°,  the  highest  pulse  was  114,  and 
both  temperature  and  pulse  quickly  fell.  The  bowels  were 
moved  by  enema  on  the  fifth  day  and  they  gave  no  trouble. 

An  unusual  accident  occurred  in  Case  2.  I noted  that  I 
had  removed  the  last  suture  from  the  wound  on  the  eleventh 
day  after  the  operation  ; but  nine  days  later  the  wound  did 
not  seem  to  be  well  healed  at  one  point.  It  very  nearly 
healed  over,  however,  and  the  patient  went  home  a month 
after  the  operation.  Two  months  later  Dr.  Homan  wrote 
that  the  patient  was  very  well,  but  that  there  was  a small  bit 
of  the  wound  still  unhealed  with  a piece  of  silk  protruding 
which  he  could  not  pull  away.  A week  later  another  end  of 
silk  was  seen,  a knot  was  discovered,  and  the  suture  was 
removed.  I had  not  used  any  deep  sutures,  so  I presume 
this  suture  must  have  been  rather  tight  and  have  cut 
the  skin  and  so  buried  itself.  It  had  then  caused  very 
little  irritation  until  the  patient  began  to  get  about  freely, 
I saw  her  in  July.  The  wound  was  then  completely  healed, 
there  was  no  difficulty  with  the  bowels,  the  patient’s  con- 
dition was  very  satisfactory,  and  she  was  gaining  strength. 

As  in  these  cases  it  is  often  difficult  to  decide  whether  to 
separate  old  adhesions  or  to  leave  them  alone,  it  should  be 
borne  in  mind  that  adhesions  in  themselves  are  compara- 
tively harmless,  and  that  it  is  only  when  they  fix  coils  of 
intestine  or  other  viscera  in  abnormal  positions  that  they 
cause  trouble  or  danger.  Hence  strong  adhesions  of 
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intestine  that  are  known  to  have  existed  without  having 
caused  obstruction  of,  or  diihculty  with,  the  bowels  are  as  a 
rule  best  left  alone.  If,  however,  it  has  been  necessary  to 
separate  adhesions  of  neighbouring  coils  it  may  be  that 
the  released  coils  by  assuming  new  positions  will  cause  an 
obstruction  of  the  gut.  Under  such  circumstances,  as  in 
the  two  cases  recorded,  it  may  be  wiser  completely  to 
separate  all  adhesions.  In  the  first  case  related  above  the 
adhesions  were  undoubtedly  causing  difficulty  to  the 
peristaltic  action  of  the  bowels,  and  it  was  not  possible  to 
tell  at  which  point  the  obstruction  lay,  or  whether  the 
removal  of  the  ovaries  without  further  separation  of 
adhesions  would  suffice  to  effect  a cure.  Moreover,  in  both 
the  cases  recorded  I was  compelled  to  separate  adhesions  to 
a certain  extent,  and  it  was  impossible  to  find  out  exactly 
what  damage  had  been  done  without  separating  more 
adhesions,  so  that  the  risks  of  going  on  with  the  freeing  of 
the  intestines  seemed  less  than  those  of  leaving  them 
partially  released.  In  the  second  case,  although  the 
adhesions  were  strong  and  close,  there  were  none  of  those 
very  hard  adhesions  which  were  found  in  the  first  case  and 
which  I have  described  as  of  cartilaginous  consistence. 
This  made  the  conditions  much  more  easy  to  deal  with, 
and  the  second  patient  had  also  the  advantage  of  being 
in  fairly  good  health  at  the  time  of  the  operation,  whereas 
tlie  first  one  was  worn  to  a shadow  and  extremely  feeble 
from  constantly  recurring  attacks  of  pain. 

Portman-street,  W. 
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